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, 
A STUDY OF PARENTAL ATTITUDES IN TWENTY 
CASES REFERRED TO THE PROVIDENCE CHILD 
GUIDANCE CLINIC BECAUSE OF TEMPER TANTRUMS 
CHAPTER I 
INTRODUCTION 
In view of the frequency of referrals to the Provi-
dence Child Guidance Clinic of children witr1 temper tan-
trums, it can be seen that this symptam is one of the 
major problems of the children that are diagnosed or treat-
1 
ed by this agency. In 1948 there were 451 cases accepted 
at the clinic out of which thirty-one referrals were 
listed at intake with problems of: destructive bellavior 
toward mother and siblings; temper tantrums; disobedience, 
screaming and swearing; rage and destructiveness; aggres-
sion in school; tempers; violent temper; tantrums; and 
unmanageable behavior. These symptoms all point out an 
anger reaction in the child and the number of those cases 
in which anger was found but not reported at intake has 
not been computed; however, the clinic feels that the 
child s howing aggressive behavior is seen so commonly 
1 Gertrude Muller, M.D., Report of the Medical 
Director of the Child Guidance Clinics, Rhode Island 
Society for Mental Hygiene for the Year 1948. 
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for study that an investigation in this area would be of 
value. 
In a study of conditions most commonly mentioned by 
applicants for bringing a child to a clinic, The Institute 
for Child Guidance, New York, during the period 1927-1933 
listed temper as the third sympton in order of frequency 
for referral. 2 The number of cases seen at the clinic for 
temper in the child is not necessarily indicative of a dis-
order more severe than any other referral sympton, but does 
point out the frequency of such a sympton and the writer 
feels it may be of value to determine the role of the par-
ent in relation to the attitudes displayed by them as 
brought out during treatment. For purpose of study the 
writer has selected only those cases directly referred as 
11 temper tantrums". 
According to Dr. Muller, medical director of Provi-
dence Child Guidance Clinic, 11 A true temper tantrum is a 
brief psychotic episode in the child". 3 She further ex-
plains that the child is momentarily withdrawn from reality 
and is not responsible for his behavior. That this true 
temper tantrum is very rarely seen in cases that come to 
2 Stevenson & Smith, Child Guidance Clinics (New 
York; The Commonwealth Press, 1934), p. 56. 
3 Gertrude Muller, M. D., Medical Director of pro-
vidence Child Guidance Clinic, as delivered in a case con-
ference on Jan. 7, 1950 at the Providence Child Guidance 
Clinic. 
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the attention of a child guidance clinic is borne out by 
her, however, the clinic does treat children with tantrums 
whose behavior manifestations are considered largely reac-
tive, to the extent that the writer feels an appraisal of 
parental attitudes would seem to be indicated. 
The writer also feels it would be of interest to deter-
mine the severity of the tantrums in the cases studied in 
reference to this definition. 
PURPOSE 
The writer will attempt to study twenty cases with a 
referral symptom of temper tantrums that were seen at the 
Providence Child Guidance Clinic during 1943-1948. In 
studying these cases and social and emotional factors in 
the cases the writer feels that one of the outstanding 
social and emotional factors with special reference to the 
child's behavior, is the parental attitudes to which he has 
been and will be constantly exposed. The study will, there-
fore, be concerned primarily with the parental attitude as 
revealed in these twenty cases. 
Although in the treatment of these cases parental at-
titudes are handled through the use of casework techniques 
by the social worker, this study is not concerned with the 
treatment of these attitudes; but rather, with the descrip-
tion and evaluation of the parental attitudes as revealed 
in the clinic relationship with child and parent. 
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Secondly, the writer is interested in the relation of 
temper tantrums as shown through the study of clinic case 
records to the true temper tantrum as it is thought of in 
the clinic and has been described above. 
METHOD 
The writer used twenty cases taken from the files of 
the Providence Child Guidance Clinic referred directly as 
temper tantrums. 
In selecting the cases for the study the intake book 
was consulted, in which are entered the names of all appli-
cants for clinic services, the parents of whom have been 
seen once in an intake interview by the social worker. In 
this book referral symptoms are listed and from this source 
list all cases were chosen whose referral symptoms were 
listed by the referring agent as temper tantrums. From 
these names, those cases which were marked "application 
not made case" whereby the parent withdrew after the ini-
tial interview and never returned to the clinic were elimi-
nated from the study as the writer feels a more valid and 
reliable evaluation of parental attitudes may be observed 
through the continued clinic contact afforded after the 
case has been accepted for either a diagnostic study or 
treatment. 
The writer also limited the selection of cases re-
ferred as temper tantrums by using only closed cases for 
study. 
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After the above criteria was applied the writer chose 
for the study the first twenty cases which fell into this 
grm~p. 
LIMITATIONS 
This study is con!'ined to the material as presented 
in the case records at the Providence Child Guidance Clinic 
where recording methods differ according to the individual 
social worker. In some cases a summary of each interview 
was recorded, in some cases a series of interviews were 
summarized and recorded, and in others processed recording 
was used. The method of summary recording necessarily eli-
minates some of the detail in an interview where fine 
nuances of feeling might be omitted; however, the thinking 
of the caseworker was always accepted as final. In those 
cases where process recording was used and where the case-
worker did not evaluate the parent it was possible for the 
writer to evaluate from the case material and substantiate 
her evaluation with case material. 
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CHAPTER II 
SETTING OF THE STUDY 
The cases used in this study were taken from the files 
of the Child Guidance Clinic in Providence, Rhode Island, 
and it was against this particular clinic background that 
the cases were originally diagnosed and treated. 
In general, a child guidance c~inic 1 s service is given 
through the direct study and treatment of children using 
the teamwork approach. The team is probably the most out-
standing feature of a child guidance clinic and is composed 
of a psychiatrist, a psychologist and a psychiatric social 
worker who each study objectively the case situation utili-
zing the specific skills of their own profession. The 
essence of the approach common to each discipline is that, 
as nearly as possible, the child's symptomatic behavior is 
studied without prejudice in an effort to discover the 
various causes of the behavior in t he hope of modifying or 
minimizing these symptoms. 
A Child Guidance Clinic functions broadly to serve 
the youngster "whose development is thrown out of balance 
by difficulties which reveal themselves in unhealthy traits, 
unacceptable behavior, or inability to cope with social 
1 
and scholastic expectations". The clinic deals with the 
1 Stevenson & Smith, Child Guidance Clinics (New 
York; The Commonwealth Press, 1934), page 1. 
6 
child who has problems in adjustment----adjustment in his 
family relationships; in his school relationships, and other 
individual areas of relationship. The agency tries to bet-
ter these adjustments in the child looking forward to a 
freer and healthier development of his own personality so 
that the child may be better equipped to realize his own 
capacities in the future. 
The foregoing statement implies the individualization 
of each case that is seen in the clinic and, that the 
clinic's influence through the particular service rendered 
to that child is, more or less, minimal; but in addition 
to that an interesting sociological implication presenting 
the dual purpose of the clinic with its far searching ef-
feet on the community as a whole is pointed out by Dr. 
George s. Stevenson & Geddes Smith: 
"The case and the community then, are the foci 
of child guidance service, and whatever the 
child does or attempts to do may fairly be 
judged by its effect on both. To give inten-
sive care to more than a selected minority of 
all children who might profit by it is a phy-
sical and economic impossibility for the clinic. 
To give such care to a minority without . at the 
same time influencing the standards of child 
care throughout the community would be arbi-
trary and wasteful. But a different effort 
to change community attitudes toward the child 
might easily be futile without a core of con-
crete service to illustrate these attitudes 
and the presence of an instrument for inten-
sive service to critical cases tends to 
increase the security of all those who are 
trying to guide children intelligently. The 
two phases of the clinic's functions are 
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symptoms lends itsel£ to the psychiatric approach or the 
clinic. 
The mentally retarded child cannot be overlooked in 
this discussion of whom the Providence Guidance Clinic 
serves since it does have a place £or him. Although the 
clinic will not accept a mentally retarded child for treat-
ment purposes, it will extend its diagnostic service to 
such a referral. 
The clinic offers three kinds or services to its com-
munity: a diagnostic service, a treatment service and a 
special psychometric service. 
The diagnostic service, usually a brief study of the 
case, utilizes the complete team in its approach and con-
sists of psychiatric interviews with the child, psycholo-
gical testing of child, and casework services to the parent. 
After the psychiatric, psychological and social study has 
been made, recommendations based on clinic findings are 
discussed with the parent or the referring agency. This 
usually requires that the caseworker have one or two inter-
views subsequent to the study. Within this particular ser-
vice most of the work with the mental defective is done. 
After t he recommendations have been given to either the 
parent or referring agency, the case is then closed. Oc-
casionally, the child will be seen again on a short treat-
ment basis if the parent finds it extremely difficult to 
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accept his child's limited capacities. In such instances 
the psychiatrist usually sees the parent once to explain 
the organic factors involved; the thinking behind this be-
ing that the psychiatrist represents to some degree more of 
an authoritative figure to the parent and that the 11official 11 
nature of her interview helps to place the deficiency on a 
more realistic basis. Subsequent interviews with a case-
worker deal largely with acceptance, reassurance, and read-
justment within these limitations. 
The special psychometric service is carried out by the 
psychologist who accepts referrals only from other social 
agencies. No requests from parents or other interested 
individuals for this service can be accepted. In fulfil-
ling a psychometric the psychologist alone enters a situa-
tion and administers various intelligence and projective 
tests in an attempt to evaluate both the child's functional 
level and potential level of intelligence, and to evaluate 
the child's personality. A report of the test results is 
then sent to the referring agency and copies of these are 
filed in the agency not as cases but in a separate section 
as "special psychometrics". 
When treatment is indicated, the child and his environ-
ment are studied thus making use of the full professional 
team. In discussing the role of each member of the team 
the writer feels that an impression of the treatment 
10 
situation as it is handled at the clinic may be had. 
The psychiatrist for the most part carries out psychi-
atric interviews with each child that is accepted for study 
at the clinic; however, occasiona~ly when a child is mildly 
disturbed but still in need of the kind of contact the 
clinic provides, the child will be seen by a caseworker 
and conversely when the parent is extremely disturbed, he 
may be seen by the psychiatrist. In the interviews with 
the child the psycrdatrist uses the kind of therapy which 
is indicated by the nature of the problem, but in general, 
the aim is to gain insight into the child's emotional prob-
lems and to remove those blocks affecting his emotional 
adjustment and growth thus breaking 11 the destructive spiral 
of endless interaction between the stresses within the 
child and the stresses around him~4 
The role of the psychologist has been explained pre-
viously, but the writer feels that it is necessary to add 
that the psychological material in the Providence Child 
Guidance Clinic is dynamic and is employed as a significant 
and integrated diagnostic tool and that much of the psychol-
ogist's rindings are used in this paper. 
The psychiatric caseworker in general works with the 
parent and treats parent-child relationships. Since the 
purpose of this paper is to examine parental attitudes in 
4 Stevenson & Smith, op. sit., page 62. 
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in the twenty cases under study which are found in the 
records in the social worker's recording, the writer will 
discuss in fuller detail the treatment situation as the 
social worker and parent are involved in it. 
The aim of treatment with the parent is to alleviate 
guilt and anxiety, and to make him see the connection be-
tween his problem and the child's. 5 Treatment consists 
usually of psychotherapy and progress may come about chief-
ly as the parents in association with the caseworker arrive 
at a clearer understanding of their om! liablilites and 
develop ways of meeting them. It is through the interview 
and more specifically the relationship between parent and 
worker established within the interview that progress and 
growth occur, and according to the degree to which this 
relationship is helpful to the parents is the goal of case-
work achieved. This goal is to help the client away from 
further regression in terms of his problem and toward the 
6 increased utilization of his ego strength. 
Implicit in this goal is the assumption that the par-
ent of the child is part of the clinical problem and that 
the problems and anxieties of the parent, whatever their 
function or meaning to the parent, require the same amount 
5 Hamilton, Gordon, Psychotherapy in Child Guidance; 
(New Yorka 1947) page 282 
6 Elizabeth s. Me Cormick, Dorothy D. Muller, Phebe 
Rich, "Mana~ement of the Transference" Journal of Social 
Case Work, ol w7, No. 6; p 207. 
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of attention (and maybe more) as the child 1s-for the child 
is very rarely mentally sick, but reacting to a sick situa-
tion, and as the situation is remedied so does the child 
7 
respond to this change. When the social worker establishes 
a relationship with a parent she takes into account how 
the parent feels as a person, and as a parent, and whatever 
the worker may do to assist the parent to become more secure 1 
as a parent she may be sure that the child has also benefited~ 
Such factors as a positive willingness to be of help 
and a mature tolerance for the parent's unresolved conflicts 
go into the building of a treatment relationship and with 
encouragement to the parent's ow.n attempts at resolving 
his ambivalences, or with any means of showing the case-
worker's certainty about the parent's ability, the parent's 
self-confidence is increased and he receives courage to 
start over. 11 It is possible to achieve positive therapeu-
tic results at crucial moments of transient disequilibrium 
even though the therapist does not always completely under-
stand the parent's anxiety nor all the myriad determinants 
9 
of his present reaction". 
7 Temple Burling, M.D., former Medical Director of 
Providence Child Guidance Clinic, Providence, Rhode Island. 
(1941-1947) Memorandum written to clinic staff and Board 
of Directors. Date unknown 
8 Wickman & Tangford, 11 The Parent in the Children's 
Psfchiatric Clinic", American Journal of Orthopsychiatry, 
Vo 14, No. 2 Pages 219 - 225 April 1944, page 221. 
9 Wickman & Tangleford, op, sit., p 225 
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The clinic does not wish to involve the parent in a 
treatment plan which is not his own since the idea the 
worker has for the parent would then dominate the interview. 
Instead the caseworker helps parents go as far as they seem 
capable of going in stating their treatment needs, and in 
working out their problems. In this atmosphere the parent 
expresses more freely and more spontaneously his own atti-
tudes and feelings about his problems and casework assists 
him only in the way and to the extent his own desires and 
his own capacities dictate. 10 Of course, the interaction 
between parent and child continues to be the central focus 
of treatment but the psychological involvement of this 
interaction is gradually seen by the parent through his own 
participation in the casework interviews. 
The staff conference is the clinic's method of evalu-
ating the effectiveness of the treatment plan in general, 
as it involves both the child and the parent. It is the 
coming together of the thinking of the three disciplines 
on a case which is presented and discussed in detail at the 
conference. Out of the discussion that follows the signi-
ficant points in the case are brought out and further treat-
ment plans are usually formulated. 
The intake conference has an entirely different purpose. 
10 Grace F. Marcus "Trends in Treatment", The 
American Journal of Orthopsychiatry 3 - 337 - 348 (July 1933) 
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This conference involves only the psychiatrist and the social 
workers and is held once a week at which time all intake 
interviews are presented to be considered for either accep-
tance by the clinic for whatever service is indicated or for 
referral to another agency. 
Although the clinic is supported largely by the commu-
nity chest fund, fees are charged to those clients who are 
willing to pay. It is usually during the intake interview 
that the parent decides on the fee that will be paid. The 
fee schedule is flexible and is based on the client's in-
come, the lowest fee being one dollar per visit for an in-
come of $2,000, and the maximum fee being eight dollars per 
visit. The clinic is responsible for the raising of a spec-
ified amount of money from fees throughout the year, and so 
each client is approached as a matter of routine in order 
to incorporate the system into usual clinic proQedure. 
The clinic is also a teaching center for students in 
the field of mental hygiene and there are presently four 
students studying in this field receiving their supervision 
and field work experience at the agency. 
Thus, the writer feels that the reader has gained an 
adequate picture of the Providence Child Guidance Clinic, 
and that in such a setting where emphasis is placed equally 
on the child and the parent and more specifically on the 
relationship existing between them the study of parental 
15 
attitudes as displayed in the clinic may be made and evalu-
ated. 
16 




is that the child is completely oblivious to his surround-
ings. He neither hears nor sees anything going on around 
him and he appears to have lost contact with reality. The 
child in this state uses a great deal of muscular energy 
which is either directed aimlessly or directed against his 
own body. He cries and screams as if he were suffering from 
11 
the worst kind of pain and it appears that the reaction is 
out of all proportion to the apparent cause. 
In explaining their theories on temper tantrum, English 
and Pearson say that when a child is exposed to external 
danger, the ego becomes aware of an unpleasant feeling of 
fear and an anticipation of pain. In an attempt to deal 
with these feelings, the ego, as part of its executive 
function, mobilizes aggressive energy and uses the motor 
system as a means of expression and of directing the aggres-
sion into the muscular system to remove the danger. Usually, 
this reaction to danger has two phases: first, the state 
of rigidity, wherein the individual is prepared for whatever 
action may be necessary and secondly, the child either 
attacks or flees. The same reaction, or one similar, is 
seen as a result of frustration. First is the feeling of 
disappointment, followed by mobilized aggression which is 
accompanied by a feeling of anger. 
"Between the time of frustration and the feeling 
of disappointment there occurs a momentary 
turning away of the ego from the external world. 
21 

The reality-testing function of the ego is the deter-
minant for the amount of freedom from repressions and fixa-
tions that have occurred earlier in life. It is in this 
aspect that parent-child relationships begin to emerge as 
of the greatest importance and as one of the predominant 
conditioning factors of the child's personality as it is 
the parent who in the beginning first sets up frustrating 
situations for the child to handle. The writer feels that 
a discussion of the parent's relation to the child and his 
effect on the child's developing personality would point 
up more clearly the relation between parental attitudes and 
the child who reacts to his environment with temper tantrums. 
The child must bear the consequences of his parent's human 
shortcomings, in terms of both their inherited constitutional 
endowment and their psychological makeup. This means that 
children receive not only physical characteristics from their 
parents but also from the conditioning by adult attitudes, 
an individual personality gained from their relationship with 
their parent as the child develops throughout life. 
In terms of the controlling of aggressiveness in the 
child, almost from birth outbursts of anger and defiance 
appear and create problems for the parent. The balance be-
tween strictness and over-indulgence in dealing with these 
situations is not easily accomplished by either the father 
or the mother, not only during babyhood and childhood but 
during adolescence as well since both the father and mother 


























"root of all evil 11 with the other children. 
At times Raymond is quite calm but when he 
gets home he runs all over the place. Mother 
said she cannot even eat a whole meal without 
chasing him somewhere. He gets up from the 
table and runs around and mother said of her-
self that she is pretty calm and 11 does not 
know where that guy came from". 
She believes that Raymond destroys the peace 
of the other children and that everything 
would be better if he could be away for just 
a little while and give him time to get 
straightened out. She knows that she would 
feel better if she did not have the responsi-
bility of Raymond for a while and then mother 
wondered about Bradley Home as a possible 
placement for him. (Bradley Home is a study 
and treatment home for seriously disturbed 
and psychotic children.) At the end of clinic 
contact mother was considering a camp place-
ment for Raymond during the summer. 
In the psychologist's report hostility, nega-
tivism and strong feelings of rejection made 
Raymond difficult to test and it was impossible 
to even get an approximate score to represent 
his real capacity. A subjective estimate would 
be of an innate level of probably average in-
telligence. No bizarrity of behavior was noted 
to suggest a psychotic process. The general 
impression was one of an extremely rejected 
child who distrusts everybody and feels the 
need to fight back against a threatening world. 
Discussion - Mrs. B. was rejecting of her son and this was 
revealed in her expressed attitudes towards him. She came 
to the clinic primarily requesting placement for Raymond 
informing worker that she felt he would appreciate her more 
if he 11 were out of the way" for a while. During the course 
of the interviews she stated that at times she and her hus-
band could "murder him 11 they became so angry with him. 
She was unable to see how she could manage Raymond without 
50 

She showed strong rejecting attitudes and seemed unable to 
cope with these in terms of rebuilding her family relation-
ships. 
In the two cases above illustrated, both Paul M., 
and Raymond B. seemed to demonstrate most effectively those 
factors in the nine cases which were studied by the writer 
and which she concluded were problems existing as a result 
of either, or both parent's rejecting attitudes. 
In this study the writer found that common factors to 
all cases were anxiety, guilt, hostility, ambivalence, ina-
bility to love and parental favoritism. In four cases 
studied parental discord and financial difficulties were 
revealed; inadequate interpersonal relationships, physical 
disability, compulsivity and inability to accept responsi-
bility were peculiar to five situations; the employment of 
the mother was seen as a factor contributing to the problem 
of rejection in three situations and promiscuity of parent 
was also revealed in three cases. The writer points out 
here that the group of rejecting parents is the largest 
of the three groups studied and feels that that, too, may 
be of some significance. 
Summary - Group II 
In summarizing the nine cases studied in group two the par-
ental attitude found most significant in these case situa-
tions was the attitude toward the child - and was primarily 
found to be a rejecting attitude. 
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